Methods: Data from the CDC's 2005-2015 National Hospital Ambulatory Medical Care Survey (NHAMCS) were compiled and analyzed. Variables were coded to agglomerate all ICD codes which correspond to the concussion.
Study Objectives: 2.8 million Traumatic Brain Injuries (TBI) occur annually; nearly 75% being classified as mild TBI (mTBI). Many mTBIs are due to falls, motor vehicle crashes, or blunt trauma which often have co-occurring injuries. Ensuring patients receive an adequate evaluation leading to an appropriate diagnosis is crucial to mitigating the risk of lasting sequala from mTBI. However, mTBI can be subtle, and detection requires a high index of suspicion and a regimented evaluation. This study aimed to determine the proportion of patients with a possible mTBI who were evaluated for or diagnosed with a mTBI at an urban level 1 emergency department (ED). Additionally, we sought to understand the characteristics which affect a patient's odds of receiving a mTBI diagnosis.
Methods: A prospective observational cohort was identified using a 2-question triage screen: 1. did a blunt force, or acceleration/deceleration injury occur, and 2. was there a period of altered mental status related to the event? Chart review obtained specific information encompassing demographics, injury characteristics, documentation consistent with the CDC criteria for mTBI, evaluation, management, and discharge education. Documentation was coded as positive, negative, or not documented for all signs and symptoms; normal, abnormal, or not documented for physical exam findings. Injuries were considered isolated to the head if documented findings were limited to above the clavicles. A diagnosis was considered present if documented in the list of final diagnoses. Odds ratios and 95% confidence intervals were computed using logistic generalized estimating equations.
Results: 38,621 patients were screened over 16 weeks, of whom 441 (1.14%) screened positive for a possible mTBI and met inclusion criteria. Patient characteristics are presented in Table 1 . Of the 441 patients identified 189 had documented loss of consciousness, 146 had an isolated head injury, 98 (22.32%, 18.33 -26.9) were diagnosed with mTBI, and 49 (13.25%, 10.21-17.03) received mTBI discharge instructions. Within the entire cohort, having an isolated head injury increased a patient's odds of diagnosis by 2.54 (1.73 -3.75, p < .001) when controlling for variables consistent with the CDC criteria for diagnosis. When comparing those who were diagnosed with mTBI (n ¼ 98) and those who had sufficient documentation to meet CDC criteria for mTBI yet were not diagnosed (n ¼ 158), it was found that having an isolated head injury increased the odds of diagnosis by 2.21(1.17 -4.18, p ¼ .02) while controlling for patient demographics and physical exam findings.
Conclusions: Nearly 80% of patients who screened positive for a possible mTBI did not receive a mTBI diagnosis. It seems patients with complex injury mechanisms, such as falls or motor vehicle crashes, whose injuries are not isolated to their head, may have a mTBI overlooked due to the presence of other injuries. This anchoring bias must be addressed to increase the suspicion for mTBI, especially in patients whose injuries are not isolated to their head. Improving care delivered to patients with this type of injury could be achieved with a standardized process for mTBI evaluation and diagnosis in the ED. Study Objectives: Ischemic stroke is a leading cause of morbidity and mortality in the U.S. and an estimated 11-46% of stroke patients have a large vessel occlusion (LVO). LVOs are associated with increased disability and mortality, particularly when the preferred treatment, mechanical thrombectomy (MT), is delayed. A delay as short as 15 minutes can impact both morbidity and mortality in acute ischemic stroke, and delays diminish both MT effectiveness and potential eligibility for MT. With nearly half of the U.S. population 60 minutes from the nearest MT-capable facility, delays at transferring EDs are common and associated with worse neurologic outcome. We sought to describe the time spent at transferring EDs in order to identify targets for process improvement.
Methods: We conducted a retrospective observational study between January 1, 2012 and December 31, 2017 at Vanderbilt University Medical Center, a comprehensive stroke center (CSC) with a large catchment area. We included patients who were transferred from an outside ED to the CSC and received MT. Time intervals (in minutes) from patient arrival at the transferring ED through patient arrival at the receiving hospital operating room (OR) is reported by 90-day neurologic outcome (modified Rankin Score [mRS] 2, >2) and includes ED component time intervals.
Results: We identified 92 patients who met inclusion criteria between January 1, 2012 and December 31, 2017. For all patients, median total ED LOS was 101 (interquartile range [IQR] 74-140) minutes, and median time from ED Arrival-to-OR Arrival was 252 minutes. Component time intervals were similar, with the exception of CT-to-Stroke Center Alert (Figure) . Patients who had a 90-day mRS2 experienced a 14-minute shorter CT-to-Stroke Center Alert, compared with patients who had a 90-day mRS>2 (36 versus 50 minutes), accounting for 78% of the difference in both total ED LOS (91 versus 109 minutes) and the ED Arrival-to-OR Arrival interval (236 versus 254 minutes), by mRS.
Conclusions: In this retrospective exploration of the timeliness of transferred patients with LVOs who received MT, the 14 minute difference between good and poor neurological outcome patients in the CT-to-Stroke Center Alert interval accounted for nearly the entire difference in the ED LOS and the overall time to definitive treatment. While this study is limited by lack of comparison with patients who did not receive MT and does not adjust for possible confounders, these results suggest that delays in diagnosis and initiation of a CSC stroke alert may influence neurologic outcomes following MT for LVOs.
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